The emergence of the acquired immune deficiency syndrome has provoked a widespread review of policies for infection control. Incomplete knowledge about the human immunodeficiency virus (HIV), hepatitis B virus, and mycobacteria has until now been compensated for by adopting "overkill" precautions for patients who were thought to harbour these organisms. This policy is no longer tenable, given the difficulty in identifying infected patients.
Introduction
The requirements for the control of the human immunodeficiency virus (HIV) in endoscopy units are controversial. Fibreoptic instruments are a source of cross infection and are damaged by heat sterilisation and by most disinfectants. Few disinfectants are active against all the likely contaminants; some cause serious allergies among staff, and few have been tested under clinically relevant conditions. These difficulties have been compounded because clinicians are reluctant to accept any increase in the time taken for disinfection between procedures and also the Department of Health and Social Security say that further capital resources will not be provided without evidence that they are justified.
Cross infection at bronchoscopy
Of the many outbreaks of infection that have occurred after fibreoptic instruments were used most have been attributed to inadequate cleansing of the instrument or the use of the wrong disinfectant. Other causes are damaged instrument channels and contaminated rinsing water. Though the essential part of decontamination is thorough cleaning ofthe fibrescope, this may be confounded by the The incidence of seroconversion among health care workers after needlestick injuries from people infected with HIV is estimated to be under 0-9%, much lower than the 6-20% incidence from patients who are hepatitis B e antigen positive.'4 '6 Only five cases of seroconversion after splashing of the skin There are various strategies for protection against nosocomial transmission of HIV, but a standard infection control policy for all patients without recourse to serological testing has clear advantages. ' 20 The number of bronchoscopes needed to perform bronchoscopy on a list of patients is expressed by the simple formula d/b+ 1, where d is the time taken for cleaning and disinfection and b the time taken to perform the bronchosopy. In the current debate only the time taken to perform a bronchoscopy is constant: any suggestion that the cleaning and disinfection time are increased is met with requests from clinicians for more bronchoscopes. If a bronchoscopy lasts on average 20 minutes the procedures can be conducted without delays using two instruments, provided that cleaning and disinfection take no longer than this. The evidence presented here suggests that this is more than adequate for all organisms apart from mycobacteria. Indeed, it may be argued that thorough cleaning might reduce the disinfection requirements to only four minutes in 2% glutaraldehyde.32 But routinely adopting a 60 minute disinfection time to cover mycobacteria would cause delays between patients unless four bronchoscopes were used.
Conclusions
Pending the results of applied experiments on fibrescope decontamination, bronchoscopists should ensure that their infection control practices routinely cover hepatitis B virus and HIV: this would not be unduly onerous. Covering mycobacteria also would be the ideal, and it may be argued that the number of patients on the list for bronchoscopy should be reduced or the number of available bronchoscopes increased to achieve this. The plea that "HIV is not a problem in our area is not an argument against change, with an estimated 1:1000 people in the United Kingdom now infected with HIV, a prevalence that is doubling every 10 months. What follows is based on our experience in a rural area of mid-Wales, with practices centred on small towns, some with general practitioner hospitals, and served by district hospitals some of which are up to 40 miles away.
Staged approach to improving care
Tackling the problem head on is a daunting prospect, and we found that a staged approach minimised the potential trauma. The stages were as follows: In a busy practice the elements of this plan that are most likely to be omitted are the baseline and follow up surveys because of the amount of work entailed. Diabetic care in the practice is likely to improve without them, but it will not be possible to quantify the improvement or identify those areas in which problems remain.
Producing a register
Producing a register of diabetic patients in the practice will require little of the doctors' time. The receptionists and practice staff are asked to record all patients who receive repeat prescriptions for insulin, hypoglycaemic drugs, or testing sticks. Everybody in the practice tries to remember which patients have diabetes; the local diabetic clinic can be asked for a list of patients from the practice who attend, though this information may not be available. If there is sufficient demand, however, it should becoie available.
For each diabetic patient identified a small card is made out, recording the patient's name, address, sex, general practitioner's name, type of treatment, and the date the patient was last seen. The cards are stored in alphabetical order using a card index, and patients' notes are tagged with a coloured sticker. This process
